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EXECUTIVE SUMMARY

ovina disorganized the health system. Many areas became totally dependent on

Background: War in Bosnia and Herzeg
rovision of medical supplies. In that context. large quantities of drugs and

foreign humanitarian assistance for the p
medical material were donared.

Methods: An investigation was carried out at the end of 1996 to evaluate the donation practices of drugs and disposable

medical materials during the war in Bosnia and Herzegovina.

In the course of a survey in Central Bosnia (August 1996). interviews were conducted in Sarajevo. Mostar and Tuzla
with representatives of the national and cantonal health authorities. international agencies. including the World Health
Organization, the Office of the United Nations High Commissioner for Refugees and the European Commission
Humanitarian Office. and the major non govermental organizations implementing drug supply and distribution
programs in Bosnia and Herzegovina. We carried out research in the four main drug warehouses in Mostar and Tuzla,
assessing contents and volumes, and collecting samples of medicines. Investigations were however limited du¢ to
restricted access to warehouses. When permitted, reports, documents and quantitative data were collected from local
institutions and international relief organizations. Contacts were made in Furope with organizations active in research,
policy and advocacy regarding pharmaceutical issues, as well as with the pharmaceutical industry and waste
management companies. Finally, hard data and estimates were aggregated as to offer a global quantitative and
qualitative assessment of the medical donations in Bosnia and Herzegovina between 1992 until mid-1996.

Inappropriate drugs comprised useless and unusable medicines. Useless drugs inciuded medicines irrelevant to the
epidemiological context or not within the scope of the National and WHO Essential Drug Lists (WHO. 1992).
Unusable drugs comprised medicines already expired on arrival or expired after arrival {e.g. oversupply, too short expiry
deadline). unidentifiable drugs (e.g. delivered unsorted, Jabeled in unknown foreign languages), drugs damaged during

shelling of warehouses or spoilt by bad conditions of transport and storage.

Results: An estimated total of 27.800 to 34.800 tons of medical supplies was donated between 1992 and mid-1996.
representing an overall value of 339 to 475 millions USS. Four large international agencies with health refief expertise,
together with smaller organizations. contributed 40 to 50% of all donations. They delivered around 13,200 tons of
medical supplies. out of which about 95% were considered appropriate for this type of situation. In contrast, up to 90%
of other donations consisted of useless, unusable or expired drugs and disposable materials. In total, inappropriate
medical supplies amounted to 17,000 tons, representing an opportunity cost of USS$ 250 millions. Two thirds o
inappropriate denations were unsorted unused medicines or samples retumed by individuals and health professionals:
one third resulted from dumping practices. Inappropriate donations may have resulted in a gain of US$ 25.5 millions for

donors and a loss of USS 34 millions for recipients.

was absent during the 4.5 vears of relief efforts to Bosnia and

In general. effective coordination of medical supplies
te drug donations as well as lack or excess of useful medicines

Herzegovina. Had it been given priority, inappropria
couid have been better identified.

Conclusions: Dumping practices and donations of mixed unused medicines, however well-intentioned. are neither
o and medical material

acceptabie, nor useful. Recommendations for improving the quality and efficiency of drug
donations in emergency situations are detailed at three levels:

1. the policy level (international guidelines and regulations, national drug policies. regulations for drug donations and
disposal of pharmaceutical waste in donor and recipient countries):

2. the advocacy and information level (awareness raising and campaigning activities, international monitoring of drug

donations):
3. the operational leve! (coordination and management of medical donations, guideline for efficient drug donation

programs).

Kevwords: Disaster, Medical Supply. Humanitarian Aid. Pubfic Health
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I.  INIRODUCTION
1.1 TERMS OF REFERENCE

Following war and fierce fighting in Bosnia and Herzegovina since
1992 the health system has been lotally disorganized and. in some
places. was torally dependent on foreign humanitariap assistance. In
that context. darge quantities of drugs and medical material were
donated to BiH and 10day, large amounts of tappropriate or expired
medical supplies are reparted to be stored several locations n
Cenual Bosnia or to have been destroyed throughout the years.
Those inapproptiate donated supplies ratse importam ethical, moral
and medical questions. As for their disposal, no concerred and
concrete measures have so far been taken.

MSE-B. involved in humenitarian assistance in Bit since 1993,

expressed concern about this tssue and wanted to get a clearer

picture of the scale of the problem. Therefore. at the request of

MSF.-B medica and operational departments, two AEDES

consultants carried out a general investigation ro evaluate the

donation practices of pharmaceuticals and medical marenial in BiH in
terms of quantity. quality and appropriateness. More specifically, the
investigation aimed at

+ assessing how far the donations responded to the specific needs of
the country;

+ assessing the scale of the inappropriate drug donations and their
consequences in terms of costs, public health and environmental
hazards. burden for the local authorities, etc.

+ analysing the drug supply and distribution chain (donors, suppliers.
selection of medical supplies. ordering. packaging, handling,
transport. storage. distribution, etc.);

+ tdenufying polictes, mechanisms and jegislation regarding drug
donations.

+ drawing up recommendations for action.

This report presents the results of AEDES investigations. [t consists

of five parts:

1. a review of relevant background information (Chapter IN;

2. a description of the drug supply and distribuion process in BiH
throughout the war (Chapter III);

3 a detailed account of the facts and observations gathered from the
field study {Chapter IV},

4. conclusions on the drug donation practices in BiH {Chapter V),

5. a set of strategic and operational recommendations and priorities
for actions (Chapters V1 and VII).

1.2 METHODOLOGY

In the course of a Two-week wisit I Cenral Bosnia (620 Augest
1996), the consultants met and discussed with representatives of the
health authorities. intemational agencies and NGOs in Sarajevo,
Mostar and Tuzla. They were able to visit and conduet some
research in two of the three main warehouses of drugs and medical
material in Mostar (Zalik central warehouse and stores of Bjieli
Brijeg hospttal). They were allowed 10 make a quick tour in the store
of the Tuzla hospital and visited the Federal Drug Logistic Centre,
recently set up @ Tuzla, and the store of the Dow Zdravlja i

Srebrenik.

To set the field study undertaken in Bosnia in a broader perspective,
the consuliants contacted various associations and experts invdlved int
research. education. policy and advocacy m the fiald of
pharmaceytical issues and particularly active in drug donations
practices. In addition. they collected and reviewed documents and
separts of local institutions, intemational agencies and NGOs, as well
as relevant articies and publications in the medical and genesal press
They also investigated the rezulations regarding the management and
destruction of expired and unused drugs, mainly in Europe.

1.3 LIMITS OF THE INVESTIGATION

The field studv and the results of the investigation had w0 be
narrowed 10 a general qualitative assessment of the drug donations

situation and practices in BiH, as the consultants found themselves

confronted to two major limitations in addition to limited tme .

1 unavailability of reliable quantitative information, aggregate data.
statistics and systematic and comprehensive aatysis of the drug
supply programmes;

2 restricted access to the warehouses where Lnappropriate or expired
drugs are stored.

I.3.1 Lack of coordinztion 2nd monitoring

Probably the most important underlying facter for the unavailability
of data was the poer coordination and absence of central monitoritig
ar field level of the humanitarian assistance in general, and medical
aid in particular, throughout the conflict.

I+ is recognised that in large-scale relief operations, and all the more
under war context. coordination, exchange of information and
control of the flow of incoming supplies are challenging tasks, but
they nevertheless remain an issue of prime importance in ensunng
the best refief response. In Bill, in spite of UNHCR, WHO and the
health authorities anempts 10 cootdinate actions and monitor relief
efforts, no effective drug supply management. reporung and
monitoring Systems have been established to formally register needs.
requests. deliveries and distribution of drugs, screen the conditions of
the donated medical supplies {volume, quality, relevance) and
evaluate the impact and efficiency of the drug supply programmes.
This is suprising in regard to the large amownt of funds and
resources granted for drug supply programmes in BiH (see chapter
IIT; and the experience intergovernmental agencies and interhatronal
NGOs should have gained through past relief activities as well as
numerotts recommendations, advises and lessons drawn from past
disasters.

Meany reasons may be given to explain the [ack of coordination and
monjtoring although none of them can justfy it On one side, the
coordination and monitoring process was hampered by the resources
constramts encourtered by UN agencies, panicularly WHO whose
mandate was 10 lead and centralise the cogrdination of the health
care relief activities {33, 34}

©On the omer side. in addition 1o the chaos inherent w0 the war
environment in BiH and the fact that aid agencies had to face and
adapt their operations lo a new emiergency context (a war in Europe
while their expertise in dealing with conflicts was limited to relief
operations in the Third-World), other significant difficulties which
should be emphasised are:

+ the diversity and large number of intergovemmental agencies, non
govemmental organisations and individuals invelved m medical
supplies distribution,

* the rapid and unforeseen changes wnd disruptions in the supplying
roads, the security situation and the communication between
central and field areas (enclaves. fast-changing front lines, lack of
access to key interlacutors, ete.).

+ the non-comparability of data compiled by implementing agencies
and often, their unwillingness to give details on their activities,

+ the differing policies and procedures for drug procurement, supply
and distribution set up by implementing agencies and donors:

+ the rapid nurnover of expatriate field staff in most organisations;

¢ the reluctance of some local authorities to cooperate with the
central health authorities and the international coordinatng
agencies,

+ the off-centring in bordering countries of the coordination centres
of the main implementing agencies during the war (Zagreb, Sptit,
Belgrade).

Some agencies (WHQ, ICRC, MSF) have conducted intemal andior
external evaluations of their activitigs and relief programmes, but o1
a qualitative rather than a systematic and analytical approach, and
Jimited 1o their own operations rather than on a comprehensive level
[1.35. 36 & 37).
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132 Lack of cooperation from the health authorities

Another factor impeding the collection of data and information was

the reluctance of the health authorites 10 provide any details and

most of the time their wnwillingness to discuss the problems of
inappropriate medical donations. The matn reasons for this atrtude
are:

* political sensitivity,

+ renstons and lack of coordination between the federal and cantonal
health authofities (enclaves, disruption in communication facilities,
desire for independence leading cantonal health authorities 10
overrule or disregard federal acuons and poliies, etc. ).

+ bureaucratic and uncommunicative artitude, remnant of a pre-war
centratised socialist sysiem,

» difficulties to admit that data and informatton requested are simply
not available due to the breakdown of the health services
management capacities, hampered by difficult working cenditions.
drastic teduction of health staff (particularly pharmacists and
handling workers), overwhelmed by the scale of the medical
supplies donations {mainly unsolicited and unsorted consignments)
and confromed to fluctuating demands aod vanable accessibility 1o
the health care structures.

IL BACKGROUND INFORMATION ON INAPPROPRIATE
DRUG DONATIONS BN EMERGENCY SITUATION

Medical supplies are a critical element in health operations in
emergency siations. Effective  supply and distmbution of
appropriate drugs and medical material are essential in alleviating
suffering and saving lives. Since the seventies, a diverse range of
actions, guidelines, regulauons, publications and campaigns have
been developed to improve the quality and efficiency of drug
donations in eMergency situations.

Yet, in spite of experience gained. repeated  pleas and
recommendations made by assisted coustries, intergovernmental
agencies (WHO, UNHCR. PAHO, UNICEF, etc), intemational
relief agencies and Western governments, currént donation practices
show that lessons are not being learned. Indeed. cases of drug supply
mismanagement continue o occur on a large scale. Huge quantities
of unrequested and unnecessary drugs and medical supplies continue
1o be sent 1o affecied countries as soon as a disaster swmikes.

it is therefore of prime impornance to continuocusly:

» increase awareness that unsolicited donations can e more harmful
than useful (apd even create 2 "second disaster” ),

+ foster changes of attmde:

v increase the central coordination and monitoring of relief
operations.

+ encourage the use by donors, suppliers and recipiems of a
systematic and rational framework for the supply and management

of drug donations.
1 REVIEW OF INAPPROPRIATE DRUG BONATIONS

Numerous examples have demonstrated that unsolicited and
inappropriate donations of medical supplies, generally not based on
precise assessment of actual medical needs and proper requests for
external assistance by the authorities of the stricken coumtTy, are
impeding the retief effons and doing more harm than good Such
Agnaiions overwhelm the already fully steched health facilities and
management capacties of the affected area, cause various health
and environmental hazards, use eritical and often limited resources
and create logistical nightmares with high handiing, sorting, transport,
storage and disposal costs. very often at the expenses of the recipient
country.

The prevaiting crisis in Bosnia and Rwanda have not been exempt of
such problems aod can be added to the already numerous cases
reported over the last twenty yéars.

A list of such cases is compiled m Annex 3. Those exarnples ilustrate
the scale and the variety of inadequate responses to emergency
situations. They are drawn from a comprehensive review of the
medical and general press.

Mast reports on inappropriate drug donations are stories based on
actual experience and visual cbservations of facts. Drug domaticn
practices have very seldom been: evaluated in a comprehensive,
analytical and Systematic way. It is therefore very difficult 10
quantitatively assess and compare the impact. quality and
appropriateness of medical supply dopations to the recipient
countries. Some specific and general analysis have been carried out
in the aftermath of the earthquake in Guatemala [2 & 3], Mexico [4].
Armenia [5], as well as in Guinea Bissau [6].

The following table puts n parallel the results of these analysis as
well as estimations pathered from other sources . it shows that
inappropriate medicines represented  between 30 10 70% of the
donated drugs or, on average, 53-60% of all denations.

Table 1 - Comparative data on the quality af drug donations
Source Ref Unmsable Not needed Refevapt but nnsorted Imediately wseful
Trrelevant or mot easy to identify
MSF-AEDES (Armenia} 5 12% (8% expired and 32% {11% total 26% {12% difficult 0%
in the afiermath of the earthquake 4% frozen on ammival) | useless. 21% not for identify, 14% unserted)
1988 i ememgency)
P St

Essential Drugs Programme. Armema, 1994 38

30 to 40% of the donared drugs is discarded
due to expiration, bad quality of uousefulness

PAHC (Guatemala) 2&3

90% of aid was unsosted and unsolicired

< 10% of unsolicited aid was useful

WHO Zagzeb 7, 8, 39

5% . 55%

15%

30%

Essenoal Drugs Programme. Georma. 94 H

T0% of all donated Arugs are useless
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1.2 THE ISSUE OF UNUSED DRUGS IN THE WESTERN
WORLD

[L2.1 Scale of the problem and regulations

Referring to the 1989 Basel Conventon on the Control of

Transboundary Movements of Hazardous Waste and their Disposal

[41] 10 which former Yugosiavia participated. unused drugs are

considered as wastes to be controiled (category Y3) 1t is also clear]y

stated that.

+ "3 party shall not permit hazardous wastes o7 cther wastwes to be
exported to a non-party or Lo be imported from a non-party” (art.4,
§5)

+ "any wransboundary movement of hazardous wasies of other wasies
that results in deliberate disposal (e.g. dumping) of hazardous
wastes i contraveation of this Convention and of general
principles of international [aw, shall be deemed 10 be illegal traffic”

(art.9, §le)

In France. unused medicines represent 22500 tons per year, that is 10
say around 40% of the amount of drugs marketed annually [42].

Regulations on unused drugs differ and are subject fo country rules,
&.g. the decision to consider a drug as a wast¢ product. According to
countries. collected medicines may be considered either as
household wastes or as dangerous wastes. Surprisingly, there are no
established international regulations concemning the collection and
destruction of unused medicmes and their re-use for humanitarian
purposes. On the other hand, there is a vast array of national,
regional, and local direcives, someumes conflicting or arnbiguous

(of § 11.3.2) [42].

Lack of ad hoc incinerators is rife in most developing countries, and
their use is expensive {in the order of 3.000 DM per ion in the
European warket). Many health associations emphasised that
donations of unused drugs are a hazard not only to public health, but
also to the implementation of essential drugs programmes and costs
recovery. Recently, unused drugs donations were subject ta specific
criticisms from international bodies and NGOs [7. 8, 9. 10, 11, 12, 13,
14. 15. 16, 39, 43). Several guidelies for drug doners and donations
were issued over the past few years, e.g. the recemt WHO Guidelines
for Drug Donation in May 1996 These guidelines are the most
extensive ones issued so far, and are based on a consensus reached
berween the main agencies involved wm humanitarian actions of
development. the pharmaceutical cornpanies, various universities and
even countries,

IL22 Review of previous attempts at sorting unoscd drugs

Table 2 ; Comparative dota on the gquality of unused drags
Sources (=3 weight ub of | 1o dispase of comerents
(LS brands ) capired 3 useless
1980 Uperanon | 42 7,230 ND 8% [FT
Marjolaioe t3%
93 10 95%

1983 Henon 32 214 3.025 34v, ) NI

Tu3-34 Bissau 6 B 000 L7103 N fundizg to Iocal

Guinea health facilities

Mantcyx equivalént 1o
the transport and
packaging costs
would have bees
more valusble

1987 42 435 5226 0% 51% of total

P&F weight was

Heérault accouated for by
packaging

1601 BSE 47 | 3.60innen N A%

PIMED report | 32 ND NG B4

on udused

dryes

[ 42 1. 2L LK) NIY 41% 3% was sent 1o

Ordre de Malte Third-Worll

Franve countries

MuEF Rl N 18] 300 HPa

warehouse

tunused Jregsy

or surpluses

from bealth

struglures)

The following matn points can be drawn out of the table and the
reports referred to:

high diversity of brands making the sorting operation arduous.
high proportion of medicines 0 be destroyed after sortng (from
3010 05%;)

high proportion of expired medicines,

around 30% of total weight represented by packaging,

very low proportion of appropriate medicines ie. belenging to
WHO essential drugs hist and corresponding to population needs
{n developing countries or during emergency crisis;

although it is difficult o quantify the costs of a systematic drug
sorting process. it is recognised that the benefits of such a
process are very marginal in regards the investment needed.

44603 &3

8

IL3 DEVELOPMENT OF GUIDELINES, POLICIES AND
LEGISLATIONS REGARDING DRUG DONATIONS AT
THE INTERNATIONAL, NATIONAL AND LOCAL
LEVELS

Ii.3.1 Intermational actions

WHO is continuously developing systents and guidelines for assisting
both developed and developing countries in regulating internayonal
drug trade and improving drug policies, such as:

= WHO essenual drugs principles (451,

o WHO cemification scheme adopted im 1975 providing
recomumendations for improving the quality of pharmaceuticals
eptering internauonal trade [46];

o WHO emergency health kit ;

s WHO’s resolution (EB97.R14) to the World Health Assembly in
May 1996 regarding drug donations. It urges the member-states to
eliminate inappropriate donations of drugs and requests the
Director-General to disseminate the interagency guidelines for
drug donations and encourage its use and review afier ope year
[18, 191

= WHO inter-agency guidelines for drug donations refeased w May
1996.

The key limitation i5 thar WHO recommendations are not compelling
and cannor therefore be enforced. Some countries are sull not
adhering to the WHO systems and principles and those which did
adhere to. do not always apply them. Therefore they have limited
effectiveness and there is a great deal to be done at the international
level to tumn them into regulations and laws (46,47, 48, 15,20

O.32 Actions in dooor countries

Although international and national pharmacewtical Iepislation are
very strict regarding the production, selling and distribution of
medicines, they very seldom include measures regulating the
management of unused medicines resulting from households and
professional surpluses. None of them include policies regarding the
collection and export of such medicines for humanitarian purposes

[42, 46, 47, 48],

In the European Union, the legal framework prohibits the collection
and export of drugs that have been issued to patients and returned to
pharmacies. Nevertheless in most European countries, the legal
status of those medicines remains ambiguous: pbarmaceuticals are
legally considered as dangerous waste but unused drugs are usually
considered as household waste and therefore are not regulated by
the legislation on dangerous waste. Although various systems for
callecting and destroving unused nedicines have been set up In
European countries, several relief agencies are still promoting the
collection of unused medicines for humanitarian purposes and
households are very often disposing of their unused drugs through
wnofficial chanrels. such as throwing them away 1 the dustbin or in
the toilets or else giving them to charities [15, $2].

Some European countries are taking positive initiatives to tackle the
issue of unused medicines. UK and the Netherlands have adopted
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measures regalating the prescription of pharmaceuticals with the aim
of reducing the amount of wasted medicines. Professional
pharmaceutical organisations in Norway and UK have set up
rmeasures for a proper management of unused medicines (collection
and destrucrion) and conducted awareness campaigns among the
public. In addiuon, Britsh and Dutch organisations have taken
position against the delivery of unused medicines for charitable

purposes [42].

The Dutch government also took a strong stance against such drug
donation practices stating that “the collection of unused drugs is oot
acceptable according to the WHG's guidelines, to which the Dutch
govemnment subscribes.” [15,46]

In France. a specific organisation. named Cyclamed, created and
funded by the pharmaceutical indusiry, ts coordinating the collection
of unused drugs from households through a specific channel, some of
the collected medicmes are used for charitable purposes.

033 Actions in recipient couniries

More and more recipient countries are reinforcing their national
drug policies and some are in the process of establishing specific
systems and procedures regulating import and quality control for in-
kind donations of medicines and medical supplies as part of
emergency as well as development aid A few examples are listed
herewith:

o Inp the Yugoshwy Republic {Belgrade) and Azerbaidjan, the
aythorities request to be advised i advance of the details of the
donations and to receive the packing lists including batch n. and
expiry dates. The donations are then granted =2 shipment
authorisaion and screened through the  national cusioms
clearance procedures.

o In Mozambique and Guinea-Conaksy, the authorities have
assigned an intemational quality conrrol mstiute {e.g. FGS for
Guinea) and request drug donations to be scteened by this institute
who is responsible for delivering conformity cenificates before
shipment.

o Eritrea has established a strict policy on drug donations (21, 22).

o Tanzania drew up guidelines for drug donations.

a Georgia and Armenia 0o has set up measures regulating drug
donations [20, 38, 401

Buwt in many counries, there are still no effective controls on drug
donations and legislation regulating donations is still non-existent {e.g.
in Lithuania) [23].

IL4 HEALTH AGENCIES AND NETWORKS INVOLVED IN
THE ISSUE OF INAPPROPRIATE DRUG DONATIONS

Various international relief agencies and health networks are
involved in research, advocacy., campaigning and development of
regulations regarding the issue of drug donations. Several key
ofganisations have been identified during this investigation. The
current status of their positions as well as the actions undertaken at
national and international levels are briefly detailed here below.

“This list is far from being exhausiive; it gives 2 broad picture as an
attempt to gather information and facilitate the coordination of
efforts, the sharing of experiences and the exchange of wformation.

di. jgsi Wor
Churches (WCC)

The World Council of Churches is a fellowship of over 320
churches. One of its unit, CMC. was set up to support and counsel the
church-related health work. CMC has established in 1981 2
pharmaceutical advisory group for the advocacy of the WHO
essential drugs concept and the promotion of rational drug uses in the
church-related health instiutions. CMC was the first agency 1o
develop guidelines for drug donations which were issued in 1988 and
served as the basis for the WHO inter-agency guidelines.

WEMOS

Wemos s a Duich development agency created at the end of the
80°s. Wemos is involved n education and awareness raising in the
Netherlands and in policy advocacy at the Earopean level regarding
health regulations. Five programmes are curreatly underway.
inclyding one on drug donanon practices. Wemos is calling for
stricter legislation on the export of pharmaceuticals, the provisien of
correct pharmaceutical informarion and higher quality in drug
donattons.

WEMOS and nine other Dutch organisations, including MSF-H.
created a Working Group on Drug Donations in order 0 join efforts
and collaborate on an awareness campaign in the Netherlands, 1o be
carried ow during tbe period July 1995-December 1996 This
campaign is supported by the Dutch Drugs Inspectoraie and the
Dutch Pharmacists Association. The objective of the campaign is 1o
advocate against the donations of unused drugs and inform potennal
donors on alternatives. The target groups are: (a} qrganisations and
individuals involved in development aid. in parucular those donating
drugs, {b) pharmacists and GPs, and (¢) the Dutch general public, m
particular those returning unused drugs to the phannacies.

In addition, Wemos 1s currently questioning the Dutch parliament
regarding drug donations.

aton A

Health Action Intemational is an internstional informal network of
some 100 consumer, health, development and other public interest
groups involved in health and pharmaceutical issues i over 60
countries. HAI works through three coordination offices
(Amsterdam for Europe and Africa, Malaysia for Asia and Peru for
Latin America). HAI is raising awareness in Europe of drug issues in
developing countries and promoting rational drug use in Europe
through research, policy advecacy, public education and debate with

industry.

An mmnual HAT-Europe meeting is organised every year. This year,
in October, HAI is preparing a seminar on the World Trade
Organisation Pharmaceutical Policies and Essential Drugs. HAI has
also published several repons regarding pharmaceutical issues.

Pour _ur ti 2 ique et évelgppeme:

(RIMED)

PIMED is a French association created in 1990 by health
professionals from the NGO “Fréres des Hommtes™. It works through
research, advocacy, campaigning, training and networking in health
and pharmaceutical issues. It is currently involved in three areas: (a)
drug export to developing countries, (b} pharmaceutical adverusing
and (¢) drug donations. PIMED has realised a survey on unused
drugs in Europe and participated in a research on drug export/import
legislation in Europe and developing countries [47).

h5e édic t Dév t d

ReMed is 2 French association created in 1983 and involved in
research, networking and information services aiting at promoting
appropriate pharmacewtical policies for developing countries.
ReMed organises seminars and conferences and has been involved
in several researches. such as the drug export/import legisiation in
Europe and developing countries [47], the prvvate phanmaceutical
trade sector in Africa, drug quality on the African market.

ithnet Interpational

HealthNet is a Dutch consultancy agency specialised in heafth issues.
Healthnet is a member of the Working group on Drug Donations (see
Wemos). Healthnet's representative in Rwanda is looking at drug
donations issues in Rwanda.
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i ational i T 1

{CRC developed its own guidelines for drug donations and
participated in the developiment of the WHO inter-agency guidelines
for drug donations. in Bosma. one of {CRC medical cocrdinators
carried out a general evaluation of the effectiveness of medical
supplies domations to hospitals, concentrating mainly on ICRC
donattons and on the regions of Republika Srpska and Srpska
Krajina. duning 1994-1995. A summary report has been published m
the JAMA [1]

ha ien nELe

PSF International, as signatory of the WHO inter-agency guidefines
for drug donations, 15 advocating against the use of unused medicines
for humaritarian purposes. PSF International therefore finds itself
confronted € fense internal debates with most of the regional
independent PSF agencies, scartered throughour France, sl
promoting the initial PSF principle of collecting unused medicines for
humanitarian pusrpoeses.

PSF lnternational is alse campaigning agamst Cyclamed, an
organisation created by the pharmaceutical sector for the collection
and disposal of unused drugs. who is donating part of the collected
medicines as humanitarian aid. In addition, PSF International is
confromed 1o bad donation practices from Tulipe, a NGO created by
the pharmaceutical industry. The agency is currently collecting
evidences through its field offices on the negauive impacts of
inappropriate drug donations with the aim of carrying owl an
information campaign in France about this issue.

In the Netherlands, PSF-H has joined the campaign against the
donations of unused drugs as a member of the Working group on

Drug Donations {see Wemos).
Medecin rntis

MSE-International participated in the development of the WHO
inter-agency guidelmes for drug dopations. MSF-H is a member of
the Working group on Drug Donanons (see Wemos) and inittated
with WHO the first evaluation werkshop on the humanitarian
assistance to former Yugoslavia, MSF-USA got involved in an
mvestigation into drug  durmping of American pharmaceutical
companies which detivered humzmitarian aid in Rwanda [8].

MSE-F. following the large quantities of nnused drugs spostaneously
donated 10 MSF-F, has created « U'Entrepdt» m 1979, which
subsequently became an independent centre, for sorting, organising
and storing those medicines. Today, the « Entrepét » does not provide
drugs to MSF missions abroad anymore but is stll supplying a great
number of associations active in Africa, Eastern-Europe, Latin

Ammerica and Southeast Asia.

The pharmaceutical indugry

The following elements illustrate some of the position of the Wesiern

pharmaceutical mdustry regarding drug donations:

a The pharmaceutical companies participating in the development
of the WHO inter-agency guidelines for drug donations have
created a strong lobby group, in¢tuding same international relief
agencies (mosily Americans), to counteract WHO and other relief
agencies  willingness  of  tightening the  guidelines
recommendations

o In a letter to WHO in March 1996, Dr. Amold of IFPMA (the
International Federation of Pharmaceutical Manufacturers
Association) said that guidelines, « could be 2 major deterrent o
the massive donations of modern drugs which are currently made
by the imernational industry » (24]

o The emergence of NGOs created under the auspices of
pharmaceutical companies {e.g. Tulipe in France).

nl. THE DRUG SUPPLYAND DISTRIBUTION SYSTEM IN
BIH DURING THE EMERGENCYPHASE

{II.1 BRIEF OVERVIEW OF THE HEALTH STATUS AND
HEALTH CARE SYSTEM IN BIH

Before the war. former Yugoslavia enjoyed a hugh health status.
Health care and pharmaceutical services, compelence and
infrastructure were well developed and the population enjoved
reasonable actess o 2 comprehensive and well-siaffed health care
system: a dozen general or regional hospitals, 109 primary health
care centres. called Dom Zdravlja. and 900 primary care settings.
called ambulantas. with around 7000 doctors and 18.000 nurses. The
organisational and managerial structure of the health system was
divided among four Jevels: federal. cantonal, the Sarajevo distmict

and municipalities [49].

The pre-war health system suffered from two major problems [50]:

a) a supply-dommated approach and a cenwalised decision-making
process leading to bureaucratic bargaining rather than a rational
assessment of needs and avalable resources and providing
relatively lintle attention to primary heaith care or family practice:

b) an over-specialisation and high rates of unlisation, referrals and
prescribing,

¢) an hospital-centrist sysiem.

The war in BiH (1992-1995) has claumed a high toll on the
population: cver fwo hundred thousand people were killed, one
million became refugees whife another one million were displaced
within their own country [$1]. The population has been suffering
from. and is sti] experiencing, & dramatic decline in living conditions,
a drastic reduction of access to health setvices, malnutrigon and
tntense psychotogical stress.

The functioning of the health care services has been severely
disrupted with the destruction and gdeterioration of health facdities
and medical equipment, [ack of medicines and consumable materials,
collapse of the health care financig system and reduction of the
number of health personnel [49, 50].

ifl.2 DRUG SUPPLY PATTERNS

I11.2.1 Supply sources

Prior to the war. 80% of the pharmaceutical needs in Bilf were
covered by the high quality production of 16 specialised
pharmaceutical companies within the former Yugoslavia Strong
regulations for pharmaceutical production existed. With the
dissolution of Yugoslavia, BiHl was left with four pharmaceutical
plants and therefore a reduced availability of medicines, which had
10 be imported at wotld-market price of provided by foreign aid.

During the war_only two out of the four plants continued to function
at reduced pace and could provide about 8% of needed drugs [49].
As a consequence, since the very beginning of the war in BiH, the
regular supply of medicines was cut off and the health sector
became completely dependent on foreign hurnanitarian assistance.

The suppliers of pharmaceuticals and medical jtems can be
categorised in four groups:

> The most significant contributors to pharmaceutical supplies
were well-known large intemational agencies and NGOs.
specialised in the health sector, such as WHO, PSF. MSF, MDM
and ICRC. All those agencies had field offices i several
locations in BiH. They regularly coordinated their actions with
WHO and the health authotities. Thetr donations were made on
a regular basts according to specific drug supply and distribution
programmes, funded by multilateral and bilateral donors (ECHO.
ODA, governments, etc.). Those agenctes order medicines and
medical material through their own procurement agency {e.g.
CHMP for PSF, Transfer for MSF-B, eie.) or logistic depantment.
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who purchase supplies from recognised and registered
pharmaceutical compaties on the basis of guotadons and
quality/cost analysis. They generally do not actepl in-kind
donations. Donated drugs are of good quality, well packed and
labelled. ICRC in particular get 90% of therr supplies from
Slovenian and Croatian comnpanies. the test {mandy uids) was
bought in Western Europe.

& Other internstional NGOs such as Ordre de Maite, Canitas.
World Vision. national Red Cross Societies, etc. have also
provided large quantizes of medicines. Some of them have litde
or no expertise in the procwemenl and mapagement of
pharmaceutical supplies. in general, they occasionally supplied
unsolicited medicines, as part of a general aid programme { food,
clothing, toys, etc.). Thuse agencies were usually represented n
the field through their own field office(s) or through thetr local
network (such as the local Red Cross Socery, local Caritas, etc.).
Thev delivered medicines which ey recetved as in-kind
donations from pharmaceutical companies or private donots, or
which they purchased with funds collected through specific
appeals for BilL

= Well.memning associations of citizens. private individuals, health
professionals as well as churches and small local or foreign
charities delivered an important amounr of unsolicited donations,
generally on an ad hoc basis, unaccompanied and without prior
notice. The great majority of those donations was inappropriate.
The donations mamly originated from Westert Eurcpean
countries and the Bosman Diaspora and consisted of unused and
mixed medicines. collected by pon-professionals from private
individuals, pharmacies or health facilities. Those suppliers have
no or very litle expertise m relief operatons and were not
represented in BiH.

© Dubious transactions from private commercial companies
(mainly US) and Western armues resglung i the procurement of
expired or bad quality medicines. Mafia-type business is also
included in this category. During our investgations in Belgiun,
we were informed about an organisation (Pharma Aid) who
cantacted the sole agreed Walloon company for the incineration
of drugs (Meprec). Pharma Aid wanted to buy from Meprec its
stocks of medicines o be disposed of and sell them back to
Bosnia. They also approached some hospitals.

o122 Accessibility

Throughout the war in BiH, the key entry routes for wuck convoys o
BiH were through the custom points in the city of Metkovic and
Tomistavgrad and from thete, through the self-proclaimed republic
of Herceg Bosna in Western Herzegovina, which exercised dght
custorns regulations. Authorisations for passage for all donations
regardless of their destinations were granted by the Mol of Herceg
Bosna located in West Mostar, after receipt and approval of the lists
detailing the content of the donations. The MoH of Herceg Bosna
was only menitoring the quality and appropriateness of donations for
their region. whereas donations for BiH were only controlled in
terms of quantities more than quality (the objective was 1o analyse
and compare what was delivered to Croatian Herceg Bosna in
regard to Mustim Centrat Baosnia). Therefore the custom regulations
did not hamper the arrival of inapprepriate donations 10 BiH.

Within BiH. ever-changing routes were used gccording 10 flucruating
front lines and security Situation. Some ar¢as remained open and
accessible throughout the conflict, such as Tuzla, Zenica, Western
Herzegovina which had adjacent and supporiive links with Croatia,
whereas certain areas of Ceniral Bosma were &fficult w reacn or
sometimes completely cut off by active front lines i{Sarajevo, Mostar,
Gorazde. Srebrenica, Zepa, etc.).

In the case of Sarajevo. which remained besieged throughout the
war, only UNHCR and Unprofor convoys had litnited access. This
allowed for a better control of the qualiry of dorauons and most
medical supplies thar arrived in Sarajevo complied with WHO

guideiines. Depending on fromt lines and security conditions,
Sasajevo wmd ather enclaves could be reached through "blue" roads.
controlled by Unprotor who escorted private convoys. In that case
no sme momsonng was enforced. [n UNHCR and Unprofor
convoys, prority was given to food and there was ime when medical
supplits could not be rransported due to lack of space on convoys.

1.3 DRUG DISTRIBUTION PATTERNS

Prior to the war. medicines were bought by Intermedia, a parastatal
agency, from the Yugoslav pharmaceutical companies and siored in
regional warehouses, calied "veledrogerija”. Hospitals, Dom
Zdravlja and pharmacies ("apothekers”) ordered medicines and
cotisumable to the central warehouses. which were responsible for
transport and deliverv. Hospirals and Dom Zdravija were only
providing emergency drugs. injectables and dressing materials. Most
oral medicines were disttibuied by pharmacies to patients upon
prescripiions. Generally, medicines were prescribed by Dom
Zdravija and delivered in the pharracies. The patents had 1 pay 2
svmbolic price {5 1o 10% of the value) and some specific drugs wete
free of charge (e.g. pagdiatric). For mental health drugs, there was 2
special procedure for prescribing, storing and recording (double
prescription. special records, Jocked storage and monftoring by

police). [37, 52].

During the war, a multi-layered unconirolied dismibution systers
replaced the centralised and prganised existing distribution structure
{procurement by the "veledrogerija”, prescriptions by Dom Zdravlja
and distribution by pharmacies}.

Intemational relief agencies were defivenng medical supplies
directly to hospitals and Dom Zdravlja. This approach was
implemnented for two reasons: on one hand, the central drug
warehouses were eifher ot accessiohe, ner did they bave the logistic
capacities (transport, Staff. hapdling equipment etc) and the
possibility to move around due to the security situation. On the other
hand, relief agencies feared thar medicmes dopated 10 the central
structure would not be fairly delivered to the health facilities and that
large quantities may be diverted by the authorities for military use. in
addition. ECHO, the European Comuission Humamtarian Office
which funded large drug supply programmes, specifically requested
0 s funding apreement with NGOs that a direct delivery system
should be implemented.

Most of the international relief agencies with specific drug supply
programmes (MSF, PSE, ICRC, MDM and WHO on a lesser scale)
had set up their pwn primary and secondary distribuion sysiem, with
their own warehousing £apacilies, transpoft mens and field staff.
Needs were assessed through their field offices, coordinating.
whenever  possible  (flucruating  securiry, accessibility  and
communication conditions), with the Jocal health authorities and other
agencies in the field involved in drug distribution, WHO was
essentially distributing through UNHCR or other NGOs storage and
transport facilities.

As a consequence of the influx of emergency aid. hospitals and Dom
Zdravlja were directly receiving large quantities of medicines,
disposable material and medical equipment. They had to shift from a
basic role of prescribing medicines 1o active central points for
diswibuting medicines whereas the Tole of apcthekers” decreased.
Hospitals and Dom Zdravlja were ill-prepared to play such a role
and lacked expertise, competence and facilities in drug management,
storage. handling and transport.

{n addition to the reguler drug supply programmes of medical relief
agencies. hospitals and Dom Zdravlja were confronted to large
volumes of unsolicited in-kind donations, usually deliversd without
prior notice and unaccompaned The “gifts” were generally
“dumped” in the health faciliies, which often had no chotce but
accepl them. Sometimes also, convoys with such donations were
arriving to MSF, ICRC or PSF field offices. asking whether they
could take the donations and distribute them. These agencies always
refused 1o take such loads and nobody knows what happened 1o those
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rejected donattons aflerwards... Private medical donadons also
arrived through UNHCR channel, resulting from UNHCR appeals
for food aid and other material. These items were Senl directly 1©
WHO field stores or health facilines without prior notice [35].

[IL4+ PROBLEMS I THE DRUG SUPPLY AND
DISTRIBUTION PROCESS DURING THE WAR

IM1.4.1 Management problems

The geographical and cultural proxmicy of BiH and retauvely easy
access coupled with imense media coverage made the situation
highly visible and triggered strong emotional involvement of the
international community. the public in Western countries as well as
the Bostian Diaspora and refugees abroad. In 1992, only few reltef
agencies (the major imernational ones| wers present. In 1993 and
particularly 1994, a large scale iniernaticnal response was provided.
with over 250 registered organisations. ncluding more than 70
operating in the health fieid [38).

The security conditions which cbviousty put heavy strains on all
involved in the relief efforts, added to rhe multiplicity of aid
suppliers, made coordination and monitoring of aid extremely
difficulr. leadmng t a very chaotic supply and diswibution of relief
jtems and creating logistical and management problems at all levels.
as indicated in the following table.

Table 3 - Factors limiging the effectiveness of the drug supply and

distribufion system
Recipieny level |

Policy lLevel Lack of clesr procedures for drug dopations

_ Absemge of a cobereas and - Lack of regulanons
rational nauonal drug regarding the export of
policy tedicines for humanitarian
Lack of clear and coherent purposes
cusloms Tesulations
Logistical Multiphiciry of seppilers, providing supplies at dilferent intervals

devet and each offering a different ranue and volume of assistance
shorage of tamypon . ntlex of drug, doastions
access 10 beneficiary areas delivered unagpoupced and
bampered due to tense unagcompanied
securiry situalions and agencies did ot provide
changing rules regarding rechnical suppont @ the
movement of persoaael and health facilities (such as
supplies (harxssmenat or equipment, Storage space,
coatiscation a1 checkpoints) persoonel and traming for
soniog, and orgapising the

multipie supply chanaels
leading 1o randost pharmaceutical stores)

delivenies to end-users
generally ill-prepared o
receivg targz volume of aid
absence of maintenance
and repair of health
facilities due to fack of
resources

desyruction due to shellmy

Dowor fevel

Manageaent Lach of o coherent amd veniralised system for the coordination and
ferel mositoring of needs. in-coming medical supplies and distribution
of dreg donations

The intlus of large quanitics - tack of proper needs

of drug dorations put an assessment and coordinaton
cnoMmous sirains on the of requests

manageenl capacity of the fack of expentise (no
health structures, confronied to experienced health
professionals)

high field saif rotatica
lack of adaprability and
Mexibility of the drug
supply programmes.
making it difficult 10
assgssment as, prar (o the respond efficiently to

war, ey werg wsed 10 2 shorage or excess of
central sysiem, supplies

inadeyuate working - lack of coltaboration and
conditions lack of storage coordination. each agency
space. poor infrastructure. having its own scope of
lach of mainwnpance, fack activities, defining its own
of sevunily. lack of policics and pursutag its
equipment. lack of own agenda
THOMMUNITNION TRIINN

lack of experienced
professional health swatf.
o tradition of stere
mapagemeRl invenlon
control and aceds

11142 Quaatitative problems: surpluses and shortages of medical
supplies

a. Supplies in eXCesS

First of all, it is important 1o stress that the bulk of the appropriate
medical suppiies provided throughouwt the war 1s the mem of the
intternational humanitanan heaith agencies such as WHO, MSF, PSF.
MOM and ICRC. They supplied most of the pharmaceutical
donations in the form of essential drugs in spite of the very harsh
secunty and access conditions. This enabled the war-time health
care svsiem o meel 2 substantial proporton of s essential needs.
The following table gives an idea of the scale of the medical
assistance provided by the major international agencies involved in
regular drug and medicat material supply programmes.

However, although those agencies have gained large expertise m
relief operations in developing cotmntries in Africa and Asia, they
found themselves confronted m the former Yugoslavia to a new
comext: a highly volatile conflict in a European country which used
to have high health standards. Therefore, their initial response.
mainly pre-packaged medical kits designed for refugee situations i
the South, was parly ot adapted to the needs of the Yugosiavian
health structures.

As a3 consequence, some medicimes were supplied i1 oo large

quantities or non-needed medicines were provided, such as:

o antimalarial drugs {(chloroquune), chicramphenicol,  oral
rehydration salt, phenytoin, ketamine and gentian violet.

o narcotics, with somefimes non-respect of the international and
national taws regulating this type of medicine.

s moiphine (hydroxodon). to the extent that the Ministry of Health
and the WHO had to mtervene to prevent uncontrolied deliveries

[53].

The ¢antonal minister of health in East-Mostar also emphasised that
international NGOs had fixed programmes at the initial stage of the
relief operation but quickly adjusted their donations to the needs,
thanks to their presence m the field and on-going needs assessment
and monitoring activities.

in Tuzla, the Chief Medical Logistician at the central warchouse
{opened at the end of 1994), stressed that they are now stuck with big
quantities of medicines approaching expiry dates which they cannot
dispose of because relief agencies are supplying direcdy to the
recipients, lack flexibility in adapting their fixed programmes to the
overall demand/supply situation and do not closely coordinate with
the central warehouse. She too reported over-supply of narcotcs as
well as problems of over-supply due to pre-packaged kits (as an
exampie, they use only two out of the seven medicines provided i
the WHO mental kit}.

Relief agencies themselves, 25 reported by MSF-H and ICRC. were
confronted in their own warehouses with swrpluses of medicines,
which subsequenily expired over time. Several reasons explain that
situation: irrelevant ordering and changes in need pattems {quantities
were ordered to cover needs for 3 1o 6 months but it happened that
the situation changed dramatically between ordering and delivery. as
in the case of the fall of Srebrenica and Srpska Krajina), high field
staff rotation and lack of experience, lack of monitoring and
coordination among agencies and sometimes, lerient wnventory

control and warehouses managemernt,

On the other hand. there was an uncontrolted influx of targe
quanities of inappropriate and/or poor quality drug donations which
led to the stockpiling of tons of irzelevant. useless and expired
medicines (see § [[].4.3 and Chapter V).
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Tuabfe § - Drug suppiy progranutes of the major internatiotial miedical agencies in Bifl
Agency 1992 (1) 1993 1994 1995 Jaguary to mid 1996
ml ron m¥ m3 16D m$ m3 on w3 m3 on m$ ml ton m$
WHO (3} o [i] [ 7400] 350 Te60) 2 J04] 601 6.623 1.256 | 309 4,351 584§ 171] 2134
ICRC (4} 744 136 T3331 5 556] 064 12055{ 3.648) 9171 11398 3.640| 9i0 Tt.376| /.00 375] 4.683
MSF-H (5) T3 veu| oo00] 2840) 964G (20001 3540 Seol T oni| Jwd0] ven] Jzeon] 1eo0] 480 6. 00
PSF (6} 3161 195 74381 2.150] 38s 6. 938 | 1.748( 374 5.200 7568 | 503 5.616 311] 172] 2.389
Agedcy camulated dopations from 1992 to mid 1996 (1) Inappropriate drugs comprised useless and unusable med:cines.
mJ ton m$ Useless drugs included:
WHO 3,724 143! 13.668 o Medicines irrelevant to the epidemiological context (e.2. for muner
ICRC i5.3%8 3.347 41.833 aitments. for 2 disease which does not exist in the country, etc. )
MSF-H 17250 3,320 54,060 s Medicines unknown or not usually used by the local health
PSF 5,103 1.799 22,581 professionals {not within the scope of the Nadenal and WHO
Total 44,495 10,897 134.082 Essential Drug Lists}.

{1y data i yalgs are extrapolaied

(2) budget is in milkion USS

(3) from WHO annual veporis

{4) vaasmired bv the Bopsnja Desk in Geneva
(5} from reference E

() source PSF Operation Unit

b. Gaps and shorages

There were shortages of vital medicines and medical material. In
Sarajevo, as reported by the Drug Advisor at the Ministry of health
{53]. mussing items were’ disposable matertal such as gauze,
syringes. plastic tube for tracheotomy. abdominal and chest drains
and medicines such as iv. fluids, antibiotics, non-toxic analgesic,
parenteral and oral antimicrobial medicines. Another major gap
consisted of medicines for chronic diseases: antihypertensives,

antitheumatics, gastro-emterciogy drugs. In the case of Sargjevo, a volume)
besieged city for months on end. such shortages can be explained by Sources Unusable Not Relcvant bt Tmmcdintely
the lack of accessibility and priority given 10 food items each tme peeded | unsoned o noc nsefud
- frrelevant | _casy to idemify
convoys could acgess the city. WHO Zaget 5%, %] T5%
A

In Mostar, main shortages were vaccines (e.g. German measles). Dr. Suke. East 20% 0% 7G% could have been used but

L . . . Mogtar expired on § iselevant problems
laboratory reagents and medicines for chronic diseases, especially acrival

antihypertensives and insufin, but there was no shortage of TB drugs.

A ., T Lucic, West 3P 50%
In Tuzla, drugs which were needed and mot provided for were: Mougar
cardiotonics.  antiaryhtmics,  antihypertensives, antianginics, m;”)TT‘*’-'? B0 — d"‘é‘;"’ 5
. : : ) D Tuzla at_least 30 a aroun 1o 70%%
ophl.almlcs. antirtheurnatics, spamolitics, etc. % Lumc, sargjeo | B0 10% 3 TowT bie of tolal dmg Supply
expired on } veas provided by snternational
arrival i medical agencies: over 0% were

WHO noted that in the case of some particularly vitai materials (i.e.

clinical chemistry and microbiology lab kits), the agency was PEF Mostz
reported 1o be the only supphier. O the other hand. there were major unusable drugs resultiog
. ] . . from PSE sorung

gaps which none of the kits filled like cytostalics, x-ray film and programme in Mostar.
developing chemicals [33]. 2 estimated W% are

evelopis [ ] unused mixed drugs

A . WHO 70%a of dooations 1o
In the evaluation survey conducted by ICRC [1], lack of supplies was Vel:os bospttal in
seported as an imporant himiration by 62% of respondents (hospital \nappeopriate useless
representatives). consIERMEnis
JCRC [1] 03% of respondents indicaled ibat

143 Qualitative problems : useless/unusable medical supplies

The key problem. as stressed by Mok, MSE, PSF, WHO and health
facilities. was created by the delivery of unsorted consignments of
partially used medicines collected from private individuals, health
professionals or health facilities and sent mnaccompanied, without
prior notification, by non-professional people or associations. Those
donations especially originated from the Bosnian Diaspora and
refugees abroad as well as French, German and Tialian groups of
citizens. Most of the time. donated boxes contained a mix of unused
medicines. sometimnes with food. and/or clothing iterns. They were
badly packaged. with no identification documents and proper
tabelling.

Such donations created great logistical problems and overwhelmed
the health facilities management capacities. With their already
scarce resources, the recipient facilities were unable to tackle the
huge task of organising and sorting those mixed boxes, knowing that
they would have a very low probability of extracting useful items (it
is estimated that 80% of unused drugs collecred from private

individuals must be destroyed (ef. §11.2) [42]).

Unusable drugs comprised:

> Medicines already expired ou arrival or expired over mme
(oversupply, too short expiry deadline).

s Unidentifiable medicines (e.g. delivered unsorted, labeled m
unknown foreign fanguages);

o Medicines damaged during shelling of warehouses or spoilt by bad
conditions of transport, handling, storage and/or bad packaging.

The following table summarizes information on the quality of drug
donations collected from various sources during the field wisit These
data are gross estimates as no comprehensive and systematic
evaluation has been carmied out.

Table § - Estimates on the guality of donated drugs in BiH {us % of total

30% not in¢hiding
un sorted drias

unsorted drugs and unknown dnugs

of pood yuality nd useful (3)

among the 200-3007 of

donated supplies were appropriale
(by

(a) Safajevo way a besieged city ntoughout the war. with limited and coetrolled

access UNHCR and UNPROFOR aiclift operations and escorted convoys oaly, which
explains the high proportian of good guality donations.

{b) Bearing in mand that 0% of respondents were pospitals and war bospitals maialy
supplied with [CRC surgieal kils and medicines donated by wierpational medical NGOs
and that pan of the bealth facilities in Central Bosaia were not accessible for the

seudy

From this table. it appears that inappropriate medicines represented
between 30 to 70% of the donated drugs or, on dverage. 50-53% of
all donations.

Comparing this table with table 1 (¢f §I1.1), it 15 interesting 10 note
the similaritics in the figures, although the contexts of the emergency
situations are very ditferent from each other. Former Yugoslavia
represents a conilict situation whereas Armenia (1988) and
Guatemala {1976) represenis cases of a natural catastrophe
(earthquake). The situation in Georgia and Armenia (1994} are
examples of countries with economic difficulties, benefiting from
leng-term aid. Therefore, it appears that inappropriate donation
practices are the fate of all modern disaster situstions, iespective of

their uaderlying cause.
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[ILS MANAGEMENT OF USELESS MEDICAL SUPPLIES IN
THE HEALTH FACILITIES

in general, given the high pharmaceutical standards prior to the war.
expired medicines were put aside and not used. According to the
kealth aushoriues, health facifities kept registers of exprred drugs and
destroved themt in conforrmty with the national regulanons. In facy,
expired and inappropriaie medicmes were gither destroyed in
existing Wmewnerators ey Saraevol designed for hospital wastes.
either simply bumnt in the domestic waste disposal facilities (around
10 tons every month as reported by the storekeeper at Tuzla hosprtal)
or in the central heating system of the health facilities or even burnt
and "recycled” 1o plastic (as reported n Tuzla by the local bealth

authorities).

In Mostar. useless medicines are kept chaotically stockpiled in large
storage rooms {see Chapier [V). A survey conducted in Tuzla canton
by the Chief Logsstician of the central warehouse [54] shows that
between 0.5 10 S tons of expired drugs are stored m each Dom
2dravlia (11 visited out of 14) and ther disposal represents a big
problem. The cantonal Mol has asked each Dom Zdravija to
register the expired drugs n the view of centralising storage and
disposal. but apparently, the Dom Zdravija are oot ready 1o
cooperale

1IL6 ACTIONS UNDERTAKEN IN BIH TO TACKLE THE
PROBLEM OF INAPPROPRIATE DONATIONS

Throughout the war, the health authorities and intematronal medical
agencies gave several warmung signals on the nature and quality of
the medical donations provided to BiH and took a pumber of
measures and inifiatives 1o prevenl the amrival of inappropriate
donations. They are now looking for soludons for the management
and disposal of the remaining amounts of useless medicines.

HI6.1 Health authorities

In 1992 alresdy. the Muusty of Health in Sarajevo reported
problems caused by inappropriate druy donations The MoH in
Sarajevo drew up list of peeds for BiH every month. Those lists were
disseminated through embassies and consulates still operaung in BiHL
relief agencies and NGOs as well as  Bosman diplomatic
representations abroad. Because of the lack of communication and
coordination during the war, we are doubtfid about the reliability of
the information they disposed, except for Sarajevo.

In addition. the Instiute of Public Health in Sarajevo published
throughout the war a weekly bulletin, reviewing the public bealth
status. medical needs, eic It continued to carry out drug quality
control as well as research on medicines not familiar 1o health
professional. The [PH worked in close coltaboration with the MoH
and the commission for the acceptance of medicines which existed
priof 10 the war As most relief agencies were delivering medical
supplies directly ro the health facilities, yrespective of the pre-war
structure for drug supply and distributon, the IPH had to go and
coliect samples in the health facilities and sometimes directly from
the patients. The IPH also drew up every year a report reviewing the
emergency relief assistance. In coordination with the Mot IPH is
now preparing an evalyation of the relief operation in BiH which
should be published in September 1996 and are planning an
international seminar in Sarayjevo by the ead of 1996 10 draw lessons.

Within the framewark of the health refoerm and reconstruction
programme. the federal MoH 15 currently  deveioping a policy on
pharmmaceuticals with the assistance of WHOQ. As a result, 2 national
list of essential drugs was drawn up and published in 1995 [33].

[11.6.2 International reliel agencies

Al an early siage in the conflict. WHO was asked to coordinate
unsolicited medical denaions amving  from  agencies  without
represemtation i BiH. WHO made an agreement with UNHCR that
all m-kind donations be referrad to WHO for approval. In 1993,

WHO issued and disseminated donor guidelines owtlining the criteria
for accepting donated drugs and instructions regarding packaging.
labelling. documentation, etc. [33]. The guidelmes were subsequenzly
revised and expanded in 1994 and finally led 10 the new inter-agency
gudelines for drug donations issued in May 1996 Regional
guidelines were also issued, for example in Mostar and Zenica .
WHO also drew up a list of “priority medical needs” on 2 monthly
basis from information supplied by WHO fieid offices {33].

In Mostar. the Mavor of Mosiar wrote a Jetter in Qctober 1995
severely criticising the donation practices of the Western countries

[14}

In August 1995, PSF and WHO lagnched a drug management
programme for Mostar including physical rehabilitation  of
warehouses, sorting of medical supplies. installanon of computerised
inventory control and stock momitonng systems and taimng of
personnel. PSF is planning a similar programme i Gorazde. At the
end of 1995, 2 Medical Coordination Committee was set up with
responsibility for issuing regular up-dated lists of medical needs for
the Mosiar region and authorising the armival of donations [43].

WHG is currently looking ito hospital waste management and
planning a programme for the constuction of incinerators, to be
partly implemented by MSF-B.

{v. EVIDENCES COLLECTEDFROM FIELD VISITS

iv.l INTRODUCTION

Within the limits of the human, financial and ume resources alfocated
1o this mission. an extensive and gquantitative evaluation of the
medical emergency aid in BiH was impossible. In addition, the nature
and evolution of the emergency situation in BiH {muiti-focused
conflict spread out over a period of three and a half years, variabiliry
of access. movements of front lines and field hospitals. diversity of
2id in natwe and quantities according to places, etc.) made 1t
impossible to carry out an extensive analysis of the medical aid, as
the one reatised after the earthquake in Armenia [5].

The choice of the sites to be investigared was guided by the
possibility of accessing pharmaceutical warehouses (whether total or
partial access). This condition was a prerequisite as, withour any
tangible material elements, the resear¢h would have been limited 0
general statements and a compiiation of existing reports and articles.
To our knowledge, such an analysis, although limited, has not yet
been conducted 1n the former Yugoslavia.

The research is therefore limited 1o a sector-related investigation and
is not representative of the whole medical aid supplied, neither from
a quality, nor from a quantity standpoint It analyses what is
remarning from the total aid received in some of the warchouses and
is therefore representative of what has not been used. whatever the

T£a5005.

1V.2 MATERIAL AND METHODS

1Vv.2.1 Choice of the sites

Prior to the consultants armival. contacts were made by MSF/B with
the health authorities of the districts where MSF/B is working, They
were informed on the objectives of the investigation and thetr
assistance was sought, Only the health authorities 1 East-Mostar
(thanks to PSF's assistance) and in Tuzla reacted positively. In
Goruzde, reactons were negative and access to warehouses
impossible In Sarajevo, the federal MoH was rather reluctant to
collaporate and menticned thar they were carrying out their own
evaluation of the medical aid supplied to BiH during the conflict and
do not wish to communicate their information. Bihac was not wisited
due t0 lack of time and the distances involved.



